J I\ 3

> ¢
»
\

TRIOS

ICIA TORRES POLANCO
ITE GO FUSM. 2010



1fe nedad en grQatlca

\‘ -
‘} ’; ,

4 -

ROCK JOHN. Endometriosis. Ginecologia
capitulo 25. pag.. 645-684.

DE. Novena Edicién. Tomo |,



. d
PEREZ LUIS ERNESTO. Infertilidad y E uctiva. Endometriosis. Segunda
Edicién. Capitulo 10. 2000. I




PEREZ LUIS ERNESTO. Infertilidad y tiva. Endometriosis. Segunda

Edicion. Capitulo 10. 2000.



CLINICAL OBSTETRICS AND GYNECOLOGY
Volume 53, Number 2, 389-396
© 2010, Lippincott Williams & Wilkins

Epidemiology of
Endometriosis.

An Assessment of

Risk Factors

BRANDI S. MCLEOD, MD and
MATTHEW G. RETZLOFF, MD

Department of Obstetrics and Gynecology, Wilford Hall Medical
Center, SAUSHEC, Lackland Air Force Base, Texas

N |




. | S
I REV NCI ‘V,_;f |
0 v |

o.u,

esterlles |

- —Q )

.‘,\'4- A ¢




Variante Genética

Cromosoma 7
Cromosoma 1, gen WNT4

3

.

investigacion realizada por inv le la

.

estigadore

‘Universidad de Oxford (el Departamento.de’

Obstetricia/y Ginecologia de Nuffield y el Centro
de Genética Humana Wellcome Trust) y del
Instituto de Investigacion Medica de
Queenslandel Brighamand Women's Hospital

\ Ng
.
-
y
~,




3,8% *;\(‘\» : & /&’ oMUY
) ., .’ V’ i v ks

/

¥
ROCK JOHN. Endometriosis. Ginecologia Quirurgica. TE_LIN'DE. Noven{Edicic’m. Tomo |, capitulo 25. pag..

645-684. r ‘




CLINICAL OBSTETRICS AND GYNECOLOGY
Volume 53, Number 2, 379-388
© 2010, Lippincott Williams & Wilkins

Evolving Spectrum:
The Pathogenesis
of Endometriosis

JANI R. JENSEN, MD and
CHARLES C. CODDINGTON, III, MD

W







TE A DE LA MET£ LA\SI "H

\ 1 ‘
'_g,;“‘ =1 }




TEORIA DE LA DISEI\/IINACIQN







* Menopaus \,, b
* ACOs «)ﬁ .‘

Q A
PEREZ LUIS ERNESTO. Infertilidad y End productiva. Endometriosis. Segunda

Edicién. Capitulo 10. 2000.



TABLE 1
Risk Factors for Endometriosis

Odds 959% confidence

Risk factor/comparison ratio interval

Mother or sister has endometriosis/mother 1.2 2.1 to 24.3%
and sister do not have endometriosis

Menstrual flow six days or more/flow less 2.5 1.1 to 5.97
than six days

Menstrual cycle less than 28 days/cycle of 2.1 1.5 t0 2.98
28 to 34 days

Consuming one or more alcoholic drinks 1.8 1.0 to 3.2°
per week/no alcohol consumption

Never used OCPs/ever used OCPs 1.6 1.2 t0 2.21°

B Use of pads and tampons/use of either 1.4 0.9 to 2.0¢

pads or tampons

OCPs = oral contraceptive pills.

Information from references 2 and 6 through 10.

Downloaded from the American Family Physician Web site at www.aafp.org/afp. Copyright © 2006 American Academy of Family Physicians. For the private, noncommerci
use of one individual user of the Web site_ All other rights reserved. Contact copyrights@aafp.org for copyright questions and/or permission requests.
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| SINTOMAS

DISMENORREA 60-80%

\ DOLOR PELVICO 30-50%

| INFERTILIDAD 30-40%

é DISPAREUNIA 25-40%

" IRREGULARIDAD MENSTRUAL 10-20%
DISURIA/HEMATURIA 1-2%

DISQUESIA, RECTORRAGIA <1%
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Invasive and
Noninvasive Methods
for the Diagnosis

of Endometriosis

ALBERT L. HSU, MD, IZABELLA KHACHIKYAN, MD,
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Program in Reproductive and Adult Endocrinology, Eunice Kennedy
Shriver National Institute of Child Health and Human Development,
National Institutes of Health, Bethesda, Maryland
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For a defimitive diagnosis of endometriosis,
visual mspection of the pelvis at laparoscopy
1s the ‘gold standard’ investigation, unless
disease 15 visible in the vagina or elsewhere.

Evidence
level 3

|







Human Reproduction Vol.20, No.10 pp. 2698-2704, 2005 do1:10.1093/humrep/de1135
Advance Access publication June 24, 2005,

ESHRE guideline for the diagnosis and treatment
of endometriosis

Stephen Kennedy’'’, Agneta Bergqvist’, Charles Chapron®, Thomas D’Hooghe®,
Gerard Dunselman®, Robert Greb®, Lone Hummelshoj’, Andrew Prentice®

and Ertan Saridogan® on behalf of the ESHRE Special Interest Group for Endometriosis
and Endometrium Guideline Development Group*




Laparoscopy

Good surgical practice 1s to document in detail the type. location
and extent of all lesions and adhesions in the operative notes; 1deal
practice 15 to record the findings on video or DVD.

There 1s insufficient evidence to justify timing the laparoscopy
at a specific time in the menstrual cycle. but 1t should not be
performed during or within 3 months of hormonal treatment so
as to avoid under-diagnosis.

:
/|
All classification systems for endometriosis are Evidence | <
subjective and correlate poorly with pain level 3 . /
symptoms, but may be of value i infertility

prognosis and management (Chapron et al . .

2003b; D°'Hooghe et al.. 2003).

C At laparoscopy. deeply infiltrating endometriosis Evidence
may have the appearance of minimal disease, level 3
resulting in an underestimation of disease
severity (Kominckx ef al.. 1994).
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Ultrasound

— \&\

A

Compared to laparoscopy, transvaginal
ultrasound (TVS) has no value 1n diagnosing
peritoneal endometriosis. but 1t 1s a useful tool
both to make and to exclude the diagnosis of
an ovarian endometrioma (Moore ef al_,
2002). TVS may have a role in the diagnosis
of disease mvolving the bladder or rectum.

Systematic
review of
diagnostic
tests

Magnetic resonance imaging

A

Compared to laparoscopy. magnetic resonance
imaging (MRI) has limited value as a
diagnostic tool for endometriosis (Ang ef al |
submuatted).

Systematic
review of
diagnostic
Tests




Blood tests

A

Serum CA-125 levels may be elevated 1n
endometriosis. However, compared to
laparoscopy. measuring serum CA-125 levels
has no value as a diagnostic tool (Mol ef al..

Systematic
review of
diagnostic
tests







THE AMERICAN FERTILITY SOCIETY
CLASIFICACION REVISADA DE LA ENDOMETRIOSIS

Nombre del Paciente Fecha
Estadio 1 (Minimo} = =3 Laparoscopia . Laparotomia ____ . Fotograffa —
Estadio I (Leve) - 6-15 1 P i ¥ . dad P graf
Estadio T (Modef.ado) - 16-40 ratamiento Recomendado
Estadio IV (Severo) - >40
Total Prondstico
Q
= ENDOMETRIOSIS <lem 13cm >3cm
o . ,
E Superficial i 5 4
o> Profunda ) 4 6
D Superficial 1 2 4
g Profunda 4 16 20
g I Superficial 1 2 4
Profunda 4 16 20
OBLITERACION Parcial Completa
DEL FONDO DE
SACO POSTERIOR 4 40
ADHERENCIAS Comprometide <1/3 . Comprometido 1/3-2/3 Comprometido >2/3
5 D Delgada 1 2 4
g Densa 4 .8 16
1 Delgada 1 2 4
Densa 4 8 16
@ D Delgada 1 2 4
g Densa 'y 8 16
g 1 Delgada 1 2 4
) Densa ey g 16

*8i el extremo distal de Ja trompa (fimbria) esta comprometido completamente, asigne un puntaje de 16.
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STAGE 1l (MILD)

STAGE il (MODERATE)

PERITONEUM PERITONEUM PERITONEUM
Superficial Endo - 1-3om -2 Deep Endo - >3m -6 Deep Endo - >3om 6
R OVARY R. OVARY CULDESAC
SuwperhcalEndo -« <lem ) Superficial Endo =« < tem Partial Obliteration
Filmy Adhesions - <13 -1 Filmy Adhesions - <13 -1 L. OVARY
TOTAL POINTS 4 L OVARY Deep Endo - 1-3cm
lEndo - <lcm 1 TOTAL POINTS
TOTAL POINTS 9
STAGE IV (SEVERE) STAGE IV (SEVERE)

PERITONEUM

Supesficial Endo -
R TUuBE

Filmy Adhesions -
R OVARY

Filmy Adhesions -
L. Tube

Dense Adhesions -
L. OVARY

Deep Erndo -

Derse Adhesions -

TOTAL POINTS

>3am 4
<13 1
<13 -1
<13 6
<lam -4
<13 _4
30
r

ra e

Endo - >3cm -4
L. OVARY
Deep Endo - 1.3cm .32*
Dense Adhesions - <13 .8
L. Tube
Dense Adhesions - <13 8"
TOTAL POINTS 52
Ponassngwmmchangcdtow
“*Point assignment doubled

¥

PERITONEUM
Deep Endo - >3Jm 6
CULDESAC
Complete Oblteration 40
R. OVARY
Deep Endo 1-3cm -16
Dense Adhesions - < 1/3 4
L. Tube
Dense Adhesions - > 2/3 16
L. OVARY
Endo - 1.3cm .16
Dense Adhesions - > 2/3 _13_5
TOTAL POINTS 114
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Consensus statement for the management
of chronic pelvic pain and endometriosis:
proceedings of an expert-panel consensus
process

Joseph C. Gambone, D.O., M.P.H.,%® Brian S. Mittman, Ph.D.,¢
Malcolm G. Munro, M.D.,2 Anthony R. Scialli, M.D.,? Craig A. Winkel, M.D., M.B.A.,°
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Laparoscopic Surgery
for Endometriosis
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The Cleveland Clinic, Department of Obstetrics and Gynecology,
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Double-optic laparoscopy. Salpingodcopy, ovariz
Broseins LA. Baillieris. Clin Obste. Gynecol.1989;



Laparoscopic Views

Chocolate cysts

Iwo chocolate cysts on the right
ovan

Red/Purple raspberry spot

Red and purple raspberry spot on
the left uterosacral ligament.

Powder burns/classic gunmetal

Dark lesions of endometriosis. These
have been called blue-black lesions.
gunpowder burns, and gunmetal lesions.

Normal left ovary

Soft fluffy fimbria of a normal left
mllupmn tube
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NEURECTOMIA PRESACRA

LUNA: laparoscopic uterosacral erve ablation

Esté'-téﬁ?l(ca tiene por objeto perturbémof
hipogastrico 5

A

4

Cochrane Review (agosto 2002): resultaﬁgde la
cirugia laparoscépica, en endometriosisfasociada
coninfertilidad: (112 paaentes) i =

Estudio prospectivo observacional: demostro que la
neurolisis quimica laparoscopica presacra con
fenol, produce reduccion del dolor pelvicoy
mejoria de la funcion sexual.
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Reoperation free survival

0.2 - —— Laparoscopy

...... Hysterectomy (ovaries preserved)

---- Hysterectomy (overies removed)

0.0 ' | ' ‘ ‘ l
1 2 3 4 5 6 7

Years

FIGURE 2. Recoperation free survival estimates are shown for groups
defined by surgery type and ovary preservation. Abstracted from Obstet
Gynecol. 2008;111(6):1285-1292.

b A 1




nplantes endometnosmos e5|du |
to de la enfermedad rhl pscopica . 4
0“l~‘.L

“&, jtura®y

o . I tratamiento
. '-"

e Demoran la bus

qguirurgico |
Committee, 2004



Treatment of Patients
with Endometriosis

Endometriosis suspected based on
history and physical examination

Fertility not desired Infertility (other causes
excluded [see Table 2])
Oral contraceptive pills i
or progestogens (with or Laparoscopy
without simple analgesics) i
l Surgical excision
No improvement of lesions

:

Gonadotropin-releasing
hormone analogues (with or
without add-back therapy)

'

No improvement

}

Laparoscopy

!

Surgical treatment

'

No improvement

i

Hysterectomy and
oophorectomy

b . 1




SORT: KEY RECOMMENDATIONS FOR PRACTICE

Evidence
Clinical recommendation rating References
The preferred method for diagnosing endometriosis is direct visualization of lesions with histologic C 15
confirmation.
Danazol (Danocrine) may be used for pain relief in patients with endometriosis. A 22
OCPs, progesterone-only OCPs, and medroxyprogesterone acetate (Provera) should be used as A 24-26
first-line therapies for treating pain associated with endometriosis.
Because gonadotropin-releasing hormone analogues provide equivalent pain relief as OCPs and A 27
progestogens with more side effects, they should be used only as second- or third-line agents.
Surgical ablation of endometrial deposits with or without laparoscopic uterine nerve ablation can B 30, 31
be performed for pain relief.
Laparoscopic surgery can be performed in women with subfertility and endometriosis. B 32
Presacral neurectomy can be performed in women with midline abdominal pain from endometriosis. B 31
Laparoscopic cystectomy is preferred over drainage for pain relief in women with endometriosis. B 33

OCPs = oral contraceptive pills.

A = consistent, good-quality patient-oriented evidence; B = inconsistent or limited-quality patient-oriented evidence; C = consensus, disease-
oriented evidence, usual practice, expert opinion, or case series. For information about the SORT evidence rating system, see page 542 or

http:/iwww.aafp.org/afpsort. xml.







. Surgical treatment

GPP Depending upon the severity of disease found. ideal practice 1s to
diagnose and remove endometriosis surgically at the same time,
provided that pre-operative adequate consent has been obtained
{Redwine and Wnight, 2001; Abbott ef al , 2003; Chapron et al.,
2003b; Fedele et al., 2004).

There are no data to justify hormonal treatment prior to
surgery to improve the success of surgery (Muzii ef al.. 1996).

A Ablation of endometriotic lesions plus Evidence
laparoscopic uterine nerve ablation (LTUNA) level 1b
minimal-moderate disease reduces
endometriosis-associated pain at 6 months
compared to diagnostic laparoscopy; the
smallest effect 15 seen 1n patients with minimal
disease (Jacobson ef al . 2004a). However, there
15 no evidence that LUNA is a necessary
component, as LUNA by itself has no effect on
dysmenorrhoea associated with endometriosis
{(Vercellini et al., 2003a).

There are no data supporting the use of uterine suspension
but, in certain cases, there may be a role for pre-sacral neurec-
tomy (Soysal ef al.. 2003).

GPP Endometriosis-associated pain can be reduced by removing
the entire lesions in severe and deeply infiltrating disease.
If a hysterectomy 1s performed. bilateral salpingo-oophorectomy
should also be considered (Namnoum ef al . 1995). provided
that all visible endometriotic tissue is removed at the same
time (Lefebvre ef al., 2002).

h B4




Post-operative treatment

A

Treatment with danazol or a GnRH agonist for
6 months after surgery reduces endometriosis-
associated pain and delays recurrence at 12 and
24 months compared with placebo and
expectant management. However. post-
operative treatment with a COC 15 not effective
(Telimaa et al.. 1987; Parazzimi erf al., 1994;
Hornstein ef al., 1997; Bianchi ef al . 1999;
Morgante ef al.. 1999; Vercellini ef al.. 1999b;
Muzi ef al.. 2000; Busacca et al_, 2001).

Evidence
level 1b
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Treatment of endometriosis-associated infertility in
confirmed disease

Treatment of endometriotic lesions

Hormonal treatment

'gb

A Suppression of ovarian function to improve
fertility i minimal-mild endometriosis 1s not
effective and should not be offered for this
indication alone (Hughes ef al . 2004). There 1s
no evidence of its effectiveness in more severe
disease.

Evidence
level 1a

l?l.

Surgical treatment

A Ablation of endometriotic lesions plus
adhesiolysis to improve fertility in minimal—
mild endometriosis 1s effective compared to
diagnostic laparoscopy alone (Jacobson ef al .

2004b).

Evidence
level 1a
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Laparoscopic cystectomy for ovanan
endometriomas =4 cm diameter improves
fertility compared to dramnage and coagulation
(Beretta ef al., 1998; Chapron et al._ 2002)
Coagulation or laser vaporization of
endometriomas without excision of the pseudo-
capsule 1s associated with a significantly
mcreased nisk of cyst recurrence (Vercellim

et al_, 2003b).

Evidence
level 1b

Post-operative treatment

A

Treatment with danazol or a GnRH agonist after
surgery does not improve fertility compared
with expectant management (Parazzim et al.,
1994 Bianchi ef al . 1999: Vercellim et al .
1999b; Busacca er al_, 2001).

Evidence
level 1b
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Tabla 10-2. Tratamiento de la EDT
Forma Tasas Emb. %
Expectante (peritoneal) 6 - 50
Hormonal
GnRHa 20 - 70
Danazol 23 - 68
Medroxiprogesterna 25 - 47
Gestrinone 33- 59
Cirugia
Laparotomia (conservadora) 37-74
| | Laparoscopia 56-70
- | Reproduccion asistida
U 45-54
GIFT 25-41
IVF-ET 35-64
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